T he granting of clinical staff privileges to physicians is one of the primary mechanisms used by institutions to uphold the quality of care. The Joint Commission on Accreditation of Healthcare Organizations requires that the granting of initial or continuing medical staff privileges be based on assessments of applicants against professional criteria that are specified in the medical staff bylaws. Physicians themselves are thus charged with identifying the criteria that constitute professional competence and with evaluating their peers accordingly. Yet the process of evaluating a physician's knowledge and competence is often constrained by the evaluator's own knowledge and ability to elicit the appropriate information, problems that are compounded by the growing number of highly specialized procedures for which privileges are requested.
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This recommendation is one in a series developed by the American College of Physicians, the American College of Cardiology, and the American Heart Association to assist in the assessment of physician competence on a procedure-specific basis. The minimum education, training, experience, and cognitive and technical skills necessary for the competent performance of invasive cardiac electrophysiological studies (EPS) are specified. Whenever possible, these specifications are based on published data linking these factors with competence or, in the absence of such data, on the consensus of expert opinion. The role of EPS in patients with ventricular tachycardia-ventricular fibrillation (VT-VF) has also undergone significant evolution. '8-24 At the present time such patients are studied to determine the exact nature of wide QRS tachycardia, to assess the efficacy of pharmacological therapy, and to select patients for nonpharmacological treatments, such as VT surgery, catheter ablation, and implantable cardioverter defibrillator and antitachycardia devices, including those with backup defibrillation capabilities. EPS will probably be used increasingly for the assessment of risk of serious arrhythmic events and hence as a method tor risk stratification. 25 26 Physicians involved in performing invasive EPS should be aware of its indications, contraindications, and complications to properly assess the risks and benefits of EPS in a given patient.-29 The absolute contraindications are few and include situations such as critical disease of the left main coronary artery, unstable angina, bacteremia/septicemia, fulminant congestive heart failure (not caused by arrhythmias), major bleeding diathesis, and deep vein thrombosis if femoral vein cannulation is desired. However, the physician should also use extreme caution in clinical settings in which the patient is not considered stable (eg, hemodynamic instability, electrolyte acid-base imbalance) or is otherwise unable to tolerate the procedure.
In the vast majority of situations, EPS is performed on an elective basis, usually for chronic problems. Risks can be high when EPS and/or programmed electrical stimulation are performed on an urgent basis, and such risks are justifiable only if the arrhythmia is the main or the major cause of the emergency, as in incessant VT.
The complete list of indications is detailed in the ACC/AHA task force document on guidelines for clinical intracardiac EPS. 29 
Justification for Recommendations
The indications, contraindications, and recommendations for the minimum education, training, experience, and skills necessary to perform EPS are principally derived from the opinion of the ACP/ACC/AHA Task Force on Cardiology of the American College of Physicians' Clinical Privileges Project.
Expertise in invasive EPS requires not only the ability to safely perform the cardiac catheterization necessary for intracardiac recording and cardiac stimulation but also a thorough understanding for correct interpretation of gathered data. The latter in particular requires an ongoing effort to stay abreast in this rapidly evolving field. Such effort is essential for accurate diagnosis and prognostication as well as application of state-of-the art therapy. As knowledge has increased, the interpretation of data acquired in the electrophysiology laboratory has become increasingly complex. The quality of diagnostic information forms the basis for a given therapeutic approach. The gathering of interpretable data is particularly critical in the selection of nonpharmacologic therapy, a practice that seems to be gaining wider acceptance in patients with both SVT and VT. It therefore seems justifiable to establish some minimal criteria for technical and cognitive skills to meet the contemporary standards of care. Except in unusual situations, such skills are likely to be acquired through formal training. should not, however, be less than 6 months for individuals who finished their formal training before 1992. Satisfactory completion of such training should be documented in a log by a recognized expert in the field of cardiac electrophysiology who has served as the responsible mentor. It is highly desirable that such individuals should meet the following additional criteria:
1. Perform a minimum of 100 EPS procedures as the primary operator during the period of training 2. Participate in courses designed to provide specific instruction in cardiac EPS. A minimum of 30 hours of continuing medical education (category I) is desirable. Individuals trained before 1980, when few training opportunities existed, need not have received formal training. However, these individuals should have acquired the knowledge and skills equivalent to those described above.
Maintenance of Competence
Like many other procedures, a minimum number of cases is necessary to ensure quality of care. This is a critical issue both for the institution and the operator. The individual should perform at least 100 procedures per year to maintain skills and should attend at least 30 hours of formal continuing medical education (level 1 category) instruction every 2 years to remain abreast of changes in technologies and knowledge.
